ABSTRACT
with any specific conflict. We could not rule out that smoking (and perhaps other lifestyle factors) may be responsible for our findings. Trauma may play a role in the increased risk but further studies are needed. 
SES -socioeconomic status

What this paper adds
• US studies have shown that military service is associated with an increased risk of motor neurone disease, although no association with specific conflicts or length of service has been found.
• This study demonstrates that UK veterans born 1945-1985 were more likely than non-veterans to develop motor neurone disease, although the absolute risk was extremely low.
• There was no evidence of an association with specific conflicts, or with length of service.
• There was an association between trauma or road traffic accident and motor neurone disease in both veterans and non-veterans, but the magnitude of association was greater in veterans.
INTRODUCTION
Motor neurone disease (MND), also known as amyotrophic lateral sclerosis (ALS) in the United States, is a rare but serious progressive degenerative neurological condition. In Scotland, the crude incidence is 2.25 cases per 100,000 population per year, the median survival time from diagnosis is 2.5 years and the 5-year survival rate is 28%. It is more common in men than women. [1] The mean age at onset varies between studies but is generally between 55 and 75 years; there is some evidence that the onset occurs at an earlier age in military personnel. [2] In 2003, the first report was published of an association between service in the US Armed Forces in the first Gulf War (1991). [3] Case-finding by Horner et al. confirmed an increased risk among all deployed personnel (RR 1.92, 95% CI 1.29-2.84) and a non-significant increase among Reserves and the National Guard. [4] The US Veterans Administration accepted ALS as a presumptive Gulf War-related illness (later extended to all active military service), [5] but Rose cautioned against over-interpretation of the findings of the studies, [6] Cox proportional hazard models were used to examine the association between veteran status and cumulative risk of MND, using age as the time dependent variable, age at first record of MND as the failure time and death (if no record of MND) as the censor time.
Hazard ratios and p values were calculated and the a priori rejection level was set at 0.05.
Proportionality was tested using methodology based on Schoenfeld residuals. [10] The models were run univariately and then repeated adjusting for the potential confounding effect of SES quintile. The analyses were repeated stratifying by grouped year of birth to examine birth cohort effects. Odds ratios for an association with a history of trauma (defined as prior hospitalisation with ICD-10 S00-S99 or T00-T32, or ICD-9 E880-E888, E890-E929 or 800-957 in any position) or road traffic accident (RTA) (prior hospitalisation with ICD-10 V00-V99 or ICD-9 E810-E899 in any position), were calculated. It was not possible to identify head or neck trauma as the individual V codes and E codes were not available to us.
Mean age at MND diagnosis was calculated and case-fatality at one year and five years following diagnosis were compared for veterans and non-veterans. All analyses were performed using Stata v12.1 (©1985-2011 StataCorp). There was no statistically significant association with any birth cohort (Table 1) , period or length of service.
RESULTS
After
The mean age at diagnosis in veterans was 49.7 years, SD 9.03, and was similar for non- We have demonstrated an increased risk of MND in association with a history of trauma in our study, in both veterans and non-veterans although the association was stronger in the veterans. Serving military personnel are known from other studies to have a higher prevalence of smoking than civilians [12] , but are also generally more physically active, which may inter alia increase the risk of trauma; both of these factors may also help to explain the increased overall risk of MND observed in veterans, but would require further studies.
Limitations of our study include the rarity of the condition, and the lack of data on personal lifestyle or occupational risk factors, or on head and neck trauma. We were able to infer the likelihood of exposure to conflict from UK military history; the spread of cases throughout the 50-year span of service experienced by our cohort shows no relation to periods of operational activity.
